A 25-year-old male presented to the emergency department with 1 week of progressive right-sided chest pain. The pain was sharp, radiated to the back, and worse with deep inspiration. He denied dyspnea and leg pain or swelling. The patient\'s medical history was remarkable for a lower extremity deep vein thrombosis diagnosed 6 months prior. He\'d self-discontinued anticoagulant therapy 2 months prior. Blood pressure was 131/66 mmHg, heart rate 76 beats per minute, respiratory rate 20 breaths per minute, temperature 36.4°C, and oxygen saturation 99% on room air. Physical examination was essentially unremarkable. Chest radiograph, urinalysis, and blood count were normal; basic chemistry was normal, except for glucose of 111 mg/dL; D-dimer was elevated at 1,485 μg/L.

A computed tomographic pulmonary angiogram (CTPA) was performed using a 64-slice machine and read by a staff radiologist as showing a pulmonary vein thrombosis (PVT) and a pulmonary artery embolism ([Figures 1](#wjem-13-01-35w-f01){ref-type="fig"} and [2](#wjem-13-01-35w-f02){ref-type="fig"}). A clot was also identified in the azygos vein ([Figure 3](#wjem-13-01-35w-f03){ref-type="fig"}). Anticoagulation was begun, and the patient was admitted. The inpatient workup for an underlying prothrombotic state was negative, including negative screen for anticardiolipin antibodies, lupus anticoagulant, and activated protein C resistance, which is found in patients with factor V Leiden; normal levels of protein S and antithrombin III. Protein C was slightly elevated at 182% (70--130%). It is unclear if the patient was tested for a prothrombin gene mutation. The patient was discharged on hospital day 3. A CTPA 7 days after hospital discharge showed no remaining arterial or venous thrombus.

PVT is an uncommon complication of lung transplantation, lobectomy, and primary and secondary tumors of the lung.^[@wjem-13-01-35w-b01]^ Case reports describe PVT following radiofrequency ablation for atrial fibrillation and repair of type B aortic dissection.^[@wjem-13-01-35w-b02],[@wjem-13-01-35w-b03]^ Our patient had none of these conditions, nor had he recently undergone any medical or surgical procedures. Rare idiopathic cases are described as well.^[@wjem-13-01-35w-b04],[@wjem-13-01-35w-b05]^ Thrombosis of the azygos vein has been described and in 1 case was associated with pulmonary embolism, but in all these cases, an underlying aneurysm of the vein was present. This was not the case in our patient.^[@wjem-13-01-35w-b06]--[@wjem-13-01-35w-b08]^

Presenting findings associated with PVT are nonspecific and include: fever, chest pain, dyspnea, cough, hemoptysis, hypoxia, and isovolemic opacification (an infiltrate without volume loss, ie, not atelectasis) on chest radiograph.^[@wjem-13-01-35w-b01],[@wjem-13-01-35w-b04]^ Evidence of embolization to the peripheral circulation---splenic infarction and bilateral femoral artery occlusion---has also been reported.^[@wjem-13-01-35w-b05],[@wjem-13-01-35w-b09]^

According to published reports, PVT has been diagnosed by angiography or echocardiography.^[@wjem-13-01-35w-b01],[@wjem-13-01-35w-b04],[@wjem-13-01-35w-b09]^ PVT may also be diagnosed with a contrast-enhanced chest computed tomography and magnetic resonance imaging.^[@wjem-13-01-35w-b05]^ However, often the diagnosis is established at autopsy or during pathological evaluation of resected necrotic lung tissue.^[@wjem-13-01-35w-b03],[@wjem-13-01-35w-b04]^

Conservative management hinges on anticoagulation. Earlier case reports reference the use of antibiotics, but they lack a proven role in the case of pure PVT, absent infection.^[@wjem-13-01-35w-b01],[@wjem-13-01-35w-b05]^ Worsening clinical status may indicate lung infarction and embolectomy, or lobe resection may be indicated.^[@wjem-13-01-35w-b01],[@wjem-13-01-35w-b04]^

To our knowledge, there is only 1 prior report in the emergency medicine literature of PVT, and our case is the first reported of a PVT presenting concurrently with pulmonary artery embolism and azygos vein thrombosis.^[@wjem-13-01-35w-b10]^
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![Axial section from the computed tomographic pulmonary angiogram demonstrating, A, filling defect in the right inferior pulmonary vein, in addition to, B, pulmonary emboli on the left.](wjem-13-01-35w-f01){#wjem-13-01-35w-f01}

![In this coronal reconstruction, the right pulmonary vein is seen entering into the left atrium; A, filling defects in the right inferior pulmonary vein and its branches indicate the presence of thrombus. B, Right-sided arterial emboli are also visualized.](wjem-13-01-35w-f02){#wjem-13-01-35w-f02}

![Axial section from the computed tomographic pulmonary angiogram showing a thrombus in the azygos vein (arrow).](wjem-13-01-35w-f03){#wjem-13-01-35w-f03}
